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Abstract
Clients display considerable variations in functioning across the contexts that encompass their
social environments (e.g., home, school/workplace, peer interactions). No single measurement
method can fully capture these variations. Yet, assessors must balance the need to accurately
capture clients’ clinical presentations, and at the same time attend to clinical feasibility when
considering which measures to use. We describe one method—informants’ subjective reports
about clients’ mental health—and highlight research and theory that connects scores on
informants’ reports with scores on non-subjective methods (e.g., observed behavior,
performance-based tasks, official records). We also discuss issues in use and interpretation of
informants’ reports, provide recommendations for clinical assessments, and outline important

directions for future research and practice.
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1.0 Introduction*

Clients lead complex lives. Indeed, consider the lived experiences of individuals who
experience mental health concerns. Where do adults feel anxious or sad? In what settings do
children experience hyperactivity, aggression, or inattention? Under what circumstances do
adolescents experience bullying, or the mental health consequences of bullying? Perhaps the
logical answer to these questions is that these experiences manifest everywhere. Yet, do they
manifest the same way, regardless of the demands of the environments that clients navigate?
When clients experience mental health concerns, they likely vary in not only what brings them to
a mental health professional, but also where or what contexts tend to elicit their challenges. After
all, if we know one thing about mental health concerns it is this: they result from a complex
interplay among psychological, socio-cultural, and biological factors that pose risk for, or protect
against, maladaptive reactions to social contexts (e.g., Cicchetti, 1984; Luthar et al., 2000;
Sanislow et al., 2010). However, not all contexts elicit maladaptive reactions to the same degree
(e.g., Kazdin & Kagan, 1994; Mischel & Shoda, 1995). Therefore, individuals may display
mental health concerns in some contexts, such as work or school settings, to a greater degree than
other contexts, such as home. In fact, these contextual variations occur within a variety of mental
health conditions, such as attention-deficit/hyperactivity disorder (ADHD), autism spectrum
disorder (ASD), conduct problems, social anxiety, substance use, and social competence (e.g.,
Bogels et al., 2010; Deros et al., 2018; Dirks et al., 2012; Drabick et al., 2007, 2008; Kraemer et
al., 2003; Lerner et al., 2017).

The complexity underlying clients’ clinical presentations leads to a logical conclusion:
We cannot capture all of what brings clients to the attention of a professional with a single index
or number. Life is far too complicated for that. At the same time, researchers and practitioners
have limited time and resources when conducting assessments to capture all of the complexity in
clients’ mental health. Regardless of the reason for carrying out an assessment, the general rule is
to administer just enough instruments to balance out multiple considerations: (a) meeting clients’
needs, (b) ensuring accuracy, and (¢) maximizing feasibility. In this chapter, we provide an
overview of informants’ subjective reports about clients’ mental health. Research indicates this
method yields quick, accurate indices of clients’ concerns, and facilitates both detecting needs for

services and monitoring responses to services. We highlight challenges with using this method,
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review the latest research and theory on how to make the most of this method in research and
practice settings, and outline recommendations for future research and practice.

It deserves mention that much of the work reviewed in this chapter focuses on use of informant
reports when assessing youth. Key aspects of the literature necessitate this focus. That is, developers of
informant-based instruments in youth mental health research commonly create parallel versions of the
instrument that are tailored to informants who have unique knowledge or expertise about the behavior
of the youth undergoing evaluation (e.g., parents who rate child’s home behavior, teachers who rate
child’s school behavior). The bodies of research and theory we discuss below capitalize on this core
feature of youth assessment: the ability to collect reports about the same client’s functioning from
different kinds of informants, and not only compare data from these reports to each other but also
against data from independent assessment modalities (e.g., observed behavior, task performance). In
this chapter, we refer to this approach to assessment—examining patterns of multi-informant
assessments in reference to independent assessment modalities—as the comprehensive assessment
approach. While the literature on this approach is extensive and well-characterized in youth
assessments, our understanding of how these kinds of assessments operate when assessing adults
remains relatively nascent. Thus, the conceptual and empirical foundations of work discussed in this
chapter draw heavily from research on youth assessments. That said, where possible we discuss these
issues, highlight examples from the adult literature, and provide recommendations for future work that
extends this research to adult assessment.

2.0 Who Do We Ask to Provide Reports?

Assessors decide which informants provide reports to collect, and which reports (if any)
inform key decisions regarding service delivery, such as making diagnoses and planning
treatment. In turn, when understanding which informants traditionally provide reports in mental
health assessments, it is important to start with some history. Much of this history points to
circumstances in which researchers and practitioners alike have excluded certain informants from
the assessment process. To this day, some researchers and practitioners still exclude these
informants’ reports from the assessment processes. We raise these issues to highlight a key reality
of mental health assessments: assessors vary in the degree to which they base decisions about
which informants they include in assessments on sound science and defensible standards. Many
times their decisions appear to rely more so on tradition and, indeed, conjecture, and when this

occurs, we can often point to science that not only fails to corroborate these decision-making
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strategies, but also supports alternative strategies. Given the complexity of assessing clients’
concerns and the lack of empirically derived guidelines for integrating information sources, it is
unsurprising that this phenomenon occurs (see also Beidas et al., 2015).

Consider two examples. First, for decades assessors of adult clients limited their
information sources to the self-reports of those initiating or receiving care (Hunsley & Mash,
2007), perhaps based on the notion that soliciting reports from collateral informants like spouses
or co-workers either lacked feasibility or resulted in information of little-to-no incremental value
(Achenbach, 2006; De Los Reyes et al., 2019a). The data suggest otherwise. That is, not only has
research demonstrated clinically feasible strategies for gathering reports from informants other
than the adult clients seeking care, but also that these informants provide incrementally valuable
information, over-and-above adult clients’ self-reports (e.g., Oltmanns & Turkheimer, 2009; van
der Ende, Verhulst, & Tiemeier, 2012; Vazire, 2006; Vazire & Mehl, 2008).

Second, for decades researchers and practitioners alike had a notion about the parents of
youth clients, namely that when they experienced depression, their assessments are contaminated
by the tendency to attend to, process, memorize, and thus report more negative behaviors about
their child than other informants (i.e., depression—distortion hypothesis; Richters, 1992). Here,
the implication is that depression results in parents providing inaccurate and biased reports.
Stated another way, depression “clouds” a depressed parent’s judgment and decision-making
capacities, and thus compromises the accuracy of the ratings they provide about their child. This
is because the depression itself has little to do with what the parent rates (e.g., child’s mental
health concerns) and everything to do with affective, behavioral, and/or cognitive processes that
“pull” a parent’s report away from valid accounts of their child’s concerns. Thus, researchers and
practitioners who accept this notion as true would either exclude that parent from the assessment
process or find ways to adjust their report to “purge” it of these inherent depression-linked biases
(e.g., Bauer et al., 2013; Miiller et al., 2014; Youngstrom et al., 1999). Yet, one can
parsimoniously link variations in parents’ levels of depression to true levels of variation in youth
clients’ mental health concerns. In fact, a long line of work indicates that parental depression
often portends the development of family dynamics that increase risk for mental health concerns
among family members (for a review, see Goodman & Gotlieb, 1999). Further, not only is the
depression—distortion hypothesis inconsistent with our understanding of the development of

depression in childhood, empirical support for the hypothesis is remarkably weak (for a review,
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see De Los Reyes et al., 2015). Relatedly, consider the literature on assessing pediatric bipolar
disorders. Within this clinical population, parents commonly experience mood concerns
themselves (e.g., Youngstrom, 2008). Thus, if the depression—distortion hypothesis were true,
one would predict that this assessment literature would most likely be rife with inaccuracies in
parent reports of youth mental health concerns. Yet, the opposite is true: parents provide reports
of pediatric bipolar disorder symptoms that are highly predictive of the diagnostic decisions of
well-trained, diagnostic consensus teams (e.g., Youngstrom et al., 2004, 2015).

These two examples illustrate that sometimes, a notion about a kind of informant’s report
(e.g., parent) lacking validity falls apart when subjected to empirical scrutiny. Given this work,
you might ask: Then which informants ought to provide reports in the context of clinical services
and research? We answer that question with a question. Which informants have evidence
supporting their expertise as a clinically relevant information source? That is, which informants
provide psychometrically sound reports of clients’ behavior in the contexts in which they display
mental health concerns (see also Talbott et al., 2021)? When posed this way, assessors have a
considerable array of options for informants, and across clients from multiple developmental
periods and presenting concerns. From early childhood into multiple periods of adulthood,
assessors can often leverage clients’ self-reports (e.g., Becker-Haimes et al., 2020; Hunsley &
Mash, 2018; Kraemer et al., 2003). Assessors might also consider soliciting the reports of
significant others in clients’ lives. Specifically, decades of evidence indicate that assessments of
youth benefit from including reports completed by adult authority figures, like parents and
teachers, who have expertise regarding how clients behave in home and school contexts,
respectively (e.g., Achenbach, 2017). Similarly, an emerging body of work now supports
recommendations for assessing adult clients by soliciting reports from significant others in
clients’ lives, namely family (e.g., spouses), information sources in the workplace (e.g., co-
workers), and non-familial caregivers in the case of elderly adults (e.g., nurses; Achenbach, 2020;
Achenbach et al., 2005). Interestingly, you might assume that informants who have relevant
expertise are limited to those who have a substantial length of contact with the clients about
whom they provide reports. This may not be true. Indeed, recent work on assessing adolescent
social anxiety finds that one can obtain psychometrically sound, incrementally valuable data from
informants who base their reports on only brief interactions with the adolescent, specifically

personnel trained to “stand in” as a same-age, unfamiliar peer (i.e., peer confederate) but who
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receive no training in rating behavior (e.g., Cannon et al., 2020). In fact, more recent work
supports the psychometric soundness of reports taken from unfamiliar, untrained observers
(UUOs) of these same adolescents, or untrained raters who based their reports on observations of
these adolescents via archived videos (Rezeppa et al., 2021).

In sum, our key goal with this section was to impress upon you a core principle that
should drive decision-making regarding which informants to include in assessments. We see the
informant-selection process as no different from decision-making processes for other elements of
care, such as identifying interventions to address clients’ needs. We suspect that it is often easy
and perhaps intuitive to rely on clinical experiences and other “gut-check” heuristics when
selecting informants, much like one might rely on aspects of clinical prediction when deciding on
which intervention to use with a client (see also Marsh et al., 2018). To the degree that you find
value in evidence-based procedures for making clinical decisions, take comfort in knowing that
you have the luxury of selecting informants akin to how therapists approach selecting
interventions, namely rely on the science. Rely on evidence-based standards and thresholds. After
all, informants complete standardized measures, and we have well-established psychometric
standards for evaluating these measures (e.g., De Los Reyes & Langer, 2018; Hunsley & Mash,
2008, 2018; Youngstrom et al., 2017). Do not divorce these standards from deciphering the value of the
informants available to you. When evidentiary standards do not apply to a decision related to selecting
informants, then leverage the scientific method to test any notions you might have about the veracity of
a particular informant’s report that you consider suspect. We suggest that you do with informants what
authors for other chapters in this multi-volume resource suggest that you do with treatments. That is,
accept as true notions about particular informants and the veracity of their reports only insofar as
data exists to support these notions.

3.0 What Methods Do Assessors Use to Collect Informants’ Reports?

Informants have much in common. For example, they live in the real world, outside of the
offices and laboratories where assessors most often carry out their work. Importantly, the real
world is where clients’ mental health concerns and associated impairments (e.g., difficulty
making friends, poor work or school performance, marital difficulties) manifest, and where
practitioners aim to “move the needle” in improving mental health. Informants, who exist in the
real world, are lay individuals. As such, assessors cannot assume that informants harbor expertise

in how to classify and treat mental health concerns. At the same time, informants fill important
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gaps in the knowledge that assessors have about their clients’ mental health experiences, and this
knowledge stems, in part, from their direct experiences with observing the very concerns that
bring clients to seek care. In this way, the assessment process includes individuals who each carry
complementary strengths and weaknesses.

The strengths and weaknesses of assessors and informants provide crucial supports to the
assessment process, insofar as assessors carefully consider the “match” between the methods one
uses to collect informants’ reports and the ability of these informants to understand what
assessors need and thus what information to provide. An exhaustive discussion of specific
measures used to collect informants’ reports is beyond the scope of this chapter, and there exist
timely, well-written resources that provide this crucial information (e.g., Becker-Haimes et al.,
2020; Hunsley & Mash, 2018). Rather, the purpose of this section is to highlight the variety of
methods available to researchers and practitioners alike to collect psychometrically sound reports
from informants described previously. Along these lines, in Table 1, we briefly describe
commonly used multi-informant measures of mental health, personality, and adaptive functioning
across the lifespan. Measures described in this table reflect well-established and psychometrically
sound examples of instruments available to assessors who seek to incorporate multi-informant
reports into comprehensive assessments of client mental health. As reflected in Table 1, assessors
have multiple tools available to them to collect reports from informants, and here we highlight
three widely used methodologies. Where possible, we point the reader to freely available
instruments accessible online, to provide a direct reference to examples of measurement methods.

First, many of these reports take the form of symptom scales, where the informant
responds to multiple, specific items (e.g., “My child fails to make eye contact when speaking to
others™), each linked to a standardized response scale (e.g., 0 = never, 1 = sometimes, 2 = always)
designed to assess symptoms of a specific diagnosis (e.g., ASD). The items on these surveys
reference specific criteria that make up diagnostic definitions of common mental health
conditions, most often those diagnoses within widely used nosological systems like the
Diagnostic and Statistical Manual of Mental Disorders (DSM, American Psychiatric Association
[APA], 2013). As a general rule, these instruments do not replace a thorough diagnostic
evaluation administered by a trained professional. This is because making judgments about a
client meeting criteria for a diagnosis involves multiple factors beyond the presence of

symptoms, and these factors often require the judgments of trained assessors. These factors
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include determining the degree to which symptoms significantly interfere with clients’
functioning, and whether symptoms of a diagnosis could be explained by alternative mental or
physical health conditions (e.g., Hunsley & Lee, 2014). That said, informants’ reports on
symptom scales often serve as screening measures that assist in determining whether additional
clinical services are needed (e.g., neuropsychological evaluation) or the likelihood that clients
meet criteria for a specific disorder (e.g., ASD).

Assessment of internalizing and externalizing concerns using informants’ reports provide
useful examples of these symptom scales. The ADHD Self-Report Scale (ASRS; Kessler et al.,

2007; https://www.hcp.med.harvard.edu/ncs/ftpdir/adhd/18Q ASRS English.pdf) assesses DSM

symptoms of ADHD as they manifest with adults, and each item is an instantiation of a single
symptom. Each item on the 18-item scale has its own scoring threshold for determining clinical
relevance, and a summation of all item responses comprises the overall scale score. The
developers of the ASRS identified a threshold on this overall score to assist in determining
whether the respondent may benefit from a full diagnostic evaluation for ADHD. The ASRS
includes a subset of six items that can be administered as a short version, based on research
indicating that these six items best predict an ADHD diagnosis. Recently, we found that both
youth self-reports and parent reports on the six-item ASRS provide psychometrically sound data
regarding youth ADHD concerns (Keeley et al., 2018). Symptom scales also appear in
assessments of internalizing concerns such as social anxiety. The 26-item Social Phobia and
Anxiety Inventory for Children (SPAIC; Beidel et al., 1995) was created, in part, using
developmentally adapted items inspired by an adult scale of the same name (SPAI; Turner et al.,
1989). As with the ASRS, the SPAIC includes clinical thresholds for the total scale score. The
SPAIC’s developers identified this threshold based on its accuracy in detecting a social anxiety
disorder diagnosis derived from a full diagnostic evaluation on an independent diagnostic
interview (i.e., Anxiety Disorders Interview Schedule for Children; Silverman & Nelles, 1988).
Second, informants’ survey reports are not limited to responses to symptom scales; they
also contribute information on scales about associated features of mental health concerns. Indeed,
as mentioned previously, the value of informants’ reports lies in their considerable experiences
with observing clients’ concerns as they manifest in their social environments. These social
environments also include characteristics relevant to understanding clients’ concerns. These

characteristics do not constitute the presence of symptoms per se, but nonetheless provide signals
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that a client’s clinical presentation includes characteristics known to relate to a diagnosis (i.e.,
associated features; APA, 2013), and/or pose risk to or buffer against the emergence of a diagnosis
(i.e., risk and protective factors; Cicchetti, 1984; Luthar et al., 2000). Here, we highlight two
characteristics linked to the conditions assessed by the ASRS and SPAIC/SPAL Specifically, we
have long known that the caregivers of youth experiencing ADHD often display patterns of
parenting behavior that contribute to the development and maintenance of the condition, including
inconsistent rule-setting and lack of praise for positive behaviors (Pelham et al., 2005). In line with
this work, the Alabama Parenting Questionnaire (APQ; Frick, 1991; Frick et al., 1999) includes
both parent and youth versions and assesses multiple aspects of positive and negative parenting
behaviors, including parental involvement and use of harsh discipline

(https://sitesO1.1su.edu/faculty/pfricklab/apq/). Across multiple developmental periods, those

experiencing social anxiety often engage in safety behaviors—subtle, maladaptive strategies such
as avoiding eye contact—to minimize the distress that comes with engaging in social situations
(for reviews, see Cannon et al., 2020; Piccirillo et al., 2016). Developed to assess adults, the Subtle
Avoidance Frequency Examination (SAFE; Cuming et al., 2009) is a 32-item survey that assesses
various safety behaviors commonly experienced by clients undergoing treatment for social anxiety

(https://www.mg.edu.au/__data/assets/pdf file/0008/596240/SAFE_English_copyright 2015.pdf).

Similar to the ASRS, recent work supports use of parent and adolescent versions of the SAFE to
assess safety behaviors among adolescents (Qasmieh et al., 2018), and even a modified version
completed by UUOs to assess these behaviors based on videotaped, archived recordings of
adolescents interacting with peer confederates (Rezeppa et al., 2021).

As another example of scales about associated features, we previously mentioned that
symptom scales cannot be relied upon to make judgments about diagnoses. Yet, informants
nonetheless often play a prominent role in diagnostic evaluations. Using formats similar to
symptom scales described previously, recent work has involved developing instruments so that
assessors may collect informants’ reports about clients’ impairments. These include instruments
such as the Work and Social Adjustment Scale (WSAS), which was originally developed to
assess adults (Mundt et al., 2002), and more recently, modified youth and parent versions were
developed to assess youth impairments (WSASY; De Los Reyes et al., 2019b). Both of these
instruments are freely available, and the appendices of Mundt et al. and De Los Reyes et al.

include the item content and scaling information for these measures.
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Third, informants also provide reports in the form of responses to interviews administered
by trained assessors (e.g., Hunsley & Mash, 2017). Assessors typically use one of a variety of
interview formats, including unstructured clinical interviews which assessors can tailor to
specific diagnoses (i.e., based on perceived referral needs), and standardized diagnostic
interviews that include specific instructions on which diagnoses to assess and how to assess them
(e.g., Rettew et al., 2009). Standardized interviews can also take a variety of formats. For
instance, the Anxiety Disorders Interview Schedule (ADIS; Di Nardo et al., 1995) is a semi-
structured interview designed to evaluate anxiety and mood conditions commonly experienced by
adult clients. By “semi-structured” we mean that the ADIS includes specific prompts that
assessors use to gauge the presence of symptoms, based on descriptions of DSM symptoms
designed to be comprehensible to a layperson. Following administrations of these standardized
prompts, assessors have the option of asking unstructured, follow-up questions to further probe
clients’ responses to standardized prompts. Typically, these follow-up questions facilitate
assessors determining factors such as but not limited to: (a) the degree to which the client
understood the nature of the question and (b) whether the symptom a client endorsed manifests in
more severe forms within specific contexts. For any one symptom or diagnostic judgment, the
ADIS instructs assessors to base their responses on a combination of informants’ reports and
clinical judgment. In contrast, within highly structured interviews such as the Diagnostic
Interview Schedule for Children (DISC; Shaffer et al., 2000), informants provide responses to
standardized questions about the presence of both symptoms and associated impairments, and
based on these responses, built-in diagnostic algorithms determine the presence of diagnoses.

Incidentally, assessors use the interview format to collect reports from informants for
purposes other than facilitating diagnostic judgments. That is, sometimes the method proves quite
useful to collect reports from informants who often are incapable of providing verbal or written
responses to items on traditionally formatted surveys. A key example is the Berkeley Puppet
Interview (Measelle et al., 1998), which involves assessors asking young children (i.e., ages 4-8
years) to answer questions based on whether competing descriptions of behaviors as “spoken” by
two puppets (i.e., one puppet worn on each hand of the assessor) is most applicable to
themselves. An example of an item set might include one puppet saying to the child informant “I
have lots of friends,” the other puppet saying, “I don’t have lots of friends,” and one of the two

puppets asking the child “How about you?” The assessor instructs the child to respond in the way
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they find most comfortable, which could include such styles as a verbal response (“The puppet on
the left”), a self-description (“Nobody wants to be my friend”), and pointing to the puppet that
they feel is most like them.

Fourth, with few exceptions, the measurement methods described previously focus on
collecting informants’ reports based on item content linked to diagnostic systems like the DSM.
Achenbach (2020) refers to these measures as based on top-down systems, or conceptualizations
of clinical conditions, typically developed by consensus judgments offered by teams of experts
and based on research and theory on mental health conditions. Achenbach contrasts these systems
with bottom-up systems, or empirically derived syndromes consisting of multiple, statistically
rare, and correlated behaviors (see also Hunsley & Lee, 2014). By “empirically derived,” we
mean a collection of psychometric investigations focused on identifying syndromes that
characterize maladaptive behaviors displayed among people in both the general population and
clinic settings. Perhaps the most widely used bottom-up system is the Achenbach System of
Empirically Based Assessments (ASEBA; Achenbach, 2017, 2020). Based on decades of
research on a well-characterized set of syndromes for assessing such domains as internalizing
concerns (e.g., anxious/depressed, somatic complaints) and externalizing concerns (e.g.,
aggressive behavior, rule-breaking), the ASEBA includes forms for assessing syndromes across
development (i.e., 1 2 to 90+ years), and as well as for developmentally appropriate informants
to complete (e.g., self, parent, and teacher for youth; spouses, co-workers, and friends for adults).
In sum, decades of research focused on gathering data from informants has resulted in a variety
of methods for gathering multi-informant reports.

4.0 How Do Researchers and Practitioners Use Informants’ Reports?

We previously discussed the idea that informants’ reports comprise a diverse set of
methods designed to balance accuracy, efficiency, and utility in assessing behaviors relevant to
understanding mental health across the lifespan. Given the efficiency of these methods relative to
more time-intensive methods for assessing behavior (e.g., controlled/naturalistic observations,
performance-based tasks), assessors use informants’ reports for a wide variety of purposes. As
with the previous section, it is outside the scope of this chapter to provide an exhaustive account
of the psychometric evidence on use of informants’ reports for all available clinical and research
scenarios. Here, we provide a brief overview of three areas of research and practice in which

informants’ reports serve major roles.



Informant Reports 13

First, in basic research, informants’ reports factor prominently in all elements of work
focused on individual differences in behavior. By “basic research,” we mean studies of aspects of
mental health that do not directly test clinical techniques or elements of mental health services
per se, but nonetheless reveal findings that have important implications for assessing, preventing,
and/or treating mental health concerns. These studies range from highly controlled laboratory
research on constructs purported to explain the development of mental health concerns, to
uncontrolled field studies testing the generalizability of prior findings in mental health research
(e.g., in samples that are more diverse in terms of participants’ background characteristics,
relative to prior work). In these studies, consider the key elements of the Method section of any
article you read. In basic research in clinical psychology, researchers often use informants’
reports on one of the measurement methods described previously to recruit participants who all
share a characteristic, such as elevated clinical symptoms of depression or specific levels of a risk
or protective factor such as social skills or parenting practices. Further, informants’ reports often
serve as variables central to addressing research aims in basic research, including (a) predictor or
independent variables, (b) criterion or dependent variables, (c) moderators or factors that
modulate the relations between predictor and criterion variables, (d) mediators or factors that
explain the relations between predictor and criterion variables, and (e) covariates or control
variables used to determine whether relations between predictor and criterion variables result
from “third variable effects” or confounding relations with covariates (see Kazdin, 2017).

Second and similar to basic research, in applied research, scholars implement informants’
reports in all aspects of their work, only this time in studies that seek to build upon basic research
findings to directly test techniques for assessing, preventing, or treating mental health concerns
and/or risk and protective factors of these concerns. These studies range from randomized
controlled trials testing a novel intervention, to uncontrolled studies testing the psychometric
properties of a clinical instrument or moderators of treatment response when a well-established
intervention is delivered in a routine clinic setting (e.g., community mental health center). In
these studies, informants’ reports serve as variables in all the same ways described previously for
basic research. In fact, for such crucial decisions as identifying interventions supported by
evidence from controlled trials, informants’ reports often serve as the primary source upon which
researchers make these decisions (i.e., based on their use as outcome variables in controlled trials;

Weisz et al., 2005).
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Third, in practice settings, we focus on the components of utility cogently described by
Youngstrom (2008). Utility refers to aspects of measures above-and-beyond the psychometric
properties of scores taken from them. That is, in basic research, scholars ought to ensure that
measures precisely and accurately index the constructs about which scores taken from these
measures ought to reflect (Nunnally & Bernstein, 1994). In practice settings and some areas of
applied research, measures have to do more than soundly assess what they were developed to
assess. In this case, informants’ reports ought to facilitate decision-making regarding mental
health services, and in particular improved accuracy in decision-making relative to not using a
standardized measure or using an alternative measure (see also Hunsley & Mash, 2007). In this
respect, Youngstrom (2008) stipulates that the utility of a measure reflects its ability to inform
one or more of three aspects of service delivery. Specifically, practitioners and applied
researchers use informants’ reports to make predictions about key criteria, such as whether a
client displays characteristics associated with positive responses to treatment. Informants’ reports
also comprise indices used to prescribe services, such as selecting a specific treatment to address
a client’s presenting concerns Third, informants’ reports are used to make decisions regarding
therapeutic processes once a client is already undergoing treatment, such as whether a report
indicates that the client is at risk for dropping out of treatment or should be discharged from
treatment.

Importantly, relatively few measures, informants’ reports or otherwise, demonstrate
evidence of utility (see also De Los Reyes & Langer, 2018; Hunsley & Mash, 2007). One of the
few examples involves tests of the utility of the Outcome Questionnaire-45 (0OQ-45), a weekly
self-report measure used to index adult clients’ psychosocial functioning during treatment
(Lambert, 2007). A series of sophisticated, controlled experiments leveraged the OQ-45 to test
whether the week-to-week administration of the instrument facilitates making better clinical
decisions related to clients’ functioning (e.g., Lambert et al., 2003). In these studies, therapists
were randomly assigned to one of two groups: (a) access to weekly OQ-45 data for their clients,
coupled with feedback as to whether each client deteriorated, remained stable, or improved in
functioning from week to week; or (b) access to assessments “as usual,” or weekly OQ-45 data
that did not include feedback about treatment progress. A prior quantitative review of these
controlled trials indicates that, on average, OQ-45 data coupled with the feedback system reduces

rates of client deterioration relative to assessment as usual (Shimokawa et al., 2010). This
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research provides a model for how to test the utility of informants’ reports and potentially, how
scores taken from these reports may facilitate decision-making in practice settings. For instance,
using OQ-45 data coupled with the feedback system, practitioners can detect clients whose
functioning is deteriorating and subsequently modify the treatment approach to address these
deteriorations. Overall, researchers and practitioners leverage informants’ reports for numerous
purposes and throughout various stages of research (i.e., basic and applied), and clinical work
(e.g., classification and diagnosis, treatment planning, monitoring treatment response).

5.0 From How Many Informants Do Assessors Collect Reports?

By now, you have probably surmised that when it comes to an assessor deciding on the
number of informants from whom they should collect reports, a safe answer is, “More than one.”
In fact, “best practices” in clinical assessments of youth mental health have long incorporated a
multi-informant approach to assessment (e.g., De Los Reyes, 2011; Hunsley & Mash, 2007). Yet,
beyond collecting reports from more than one informant, no guidelines exist in any assessment
literature for making even rudimentary decisions with regard to multi-informant approaches to
assessment (see also Beidas et al., 2015; De Los Reyes et al., 2019c). For example, we lack
guidelines for upper limits on the number of informants from whom to solicit reports in research
and/or practice settings. Consequently, we know little as to whether multi-informant assessments
ought to include two, three, four, or as many as five informants. It is reasonable to assume that
across literatures, the incremental value of adding an informant decreases as the number of
informants increases. That said, the answer to this question regarding the specific number of
informants likely varies across settings. Further, the feasibility of collecting multi-informant data
might vary depending on whether the assessments are conducted for research versus clinical
purposes. As such, developing guidelines for collecting, using, and interpreting reports from
multiple informants comprises a crucial area of study in clinical assessment. Interestingly, multi-
informant scenarios in assessment literatures outside of clinical psychology (e.g., 360° feedback
approaches to performance evaluations in organizational behavior research) leverage paradigms
that frequently involve five or more informants (e.g., reports from supervisors, subordinates, and
colleagues at similar ranks or job titles; Brett & Atwater, 2001).

Research on incremental validity reveals challenges with developing a set standard on
upper limits for the number of informants’ reports in an assessment. Incremental validity focuses

on whether scores taken from measures explain variance in clinically relevant criterion variables,
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over-and-above variance explained by alternative measures (Borsboom, Mellenbergh, & van
Heerden, 2004; Hunsley & Meyer, 2003). This focus reflects the fact that all assessors have finite
time and material resources available to carry out assessments (e.g., costs of instruments, costs to
train personnel; Hunsley & Mash, 2007). Thus, the degree to which an assessor includes a
specific measure in an assessment hinges, in part, on whether scores taken from that measure
reveal meaningful aspects of client functioning that cannot be obtained from scores taken from
other measures included in the assessment (see also Blais et al., 2001). In these respects, relevant
to the construction of any multi-informant assessment is the question of what expertise an
informant brings to an assessment (e.g., their opportunities for observing the client in a context
relevant to their care), and whether that expertise complements the expertise of the other
informants involved (see also Dawes, 1999; De Los Reyes et al., 2015).

The incorporation of incremental validity research in the informant selection process
reveals a seemingly straightforward process, namely to set a “bar” of incremental value and
complementary expertise that all informants should pass. Yet, two key elements of incremental
validity research present important nuances to this decision-making process. First, an important
aspect of incremental validity research is the observation that conclusions about a measure’s
incremental validity change depending on the criterion variable used (Haynes & Lench, 2003).
For instance, parent reports might display incremental validity in predicting youth diagnostic
status but not youth academic achievement, above-and-beyond teacher reports. Under these
circumstances, how does one decide whether parent reports demonstrate sufficient (or
insufficient) incremental value to include in an assessment? The answer to this question depends
on the purpose of the assessment and the link between that purpose and the nature of the
incremental validity evidence.

Second, we previously discussed the need to determine potential overlap between
information gleaned from each informant’s report used in a multi-informant assessment. In line
with this consideration, determining each informant’s incremental value requires close attention
not only to the overlap among informants’ reports, but also the criterion variables used to test
incremental validity. Specifically, it is important to avoid overlap between methodology and/or
information sources used to capture the criterion variable (e.g., parent reports on child’s
symptoms and criterion variable measure). When this criterion contamination occurs, researchers

can inadvertently “stack the deck™ in favor of or against a particular informant who shares
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method variance with the criterion variable (Garb, 2003). A common scenario in which criterion
contamination occurs is with use of diagnostic status as a criterion variable. Here, depending on
the diagnostic procedures, some but not all informants may be involved in the process of
compiling information that results in the diagnosis (see also De Los Reyes et al., 2015). Thus,
parent reports may display incremental validity in predicting diagnostic status, over-and-above
teacher reports, in part, because the study design involved relying only on parents to provide
reports to inform diagnostic judgments (e.g., Bossuyt et al., 2003; Whiting et al., 2011).

Taken together, work on the incremental validity of informants’ reports may assist in
making determinations as to which and how many informants to include in an assessment. Yet,
the design of incremental validity studies and in particular the selection of criterion variables
weighs heavily in the findings of this work, and thus the use of this evidence to guide decision-
making. The following sections reveal key lines of theoretical and empirical work that reveal
additional challenges inherent in this decision-making process, as well as a path toward potential
solutions, recommendations, and future directions.

6.0 What Happens When More Than One Informant Reports about the Same Client?

Our review thus far of the literature on informants’ subjective reports of mental health
reveals several themes, including: (a) informants vary in their experiences or observations of
clients within specific contexts (e.g., home vs. school/work vs. peer interactions); (b) clients vary
in the contexts in which they display mental health concerns; and thus (c) a comprehensive
picture of clients’ functioning within and across relevant contexts requires collecting reports
from, at minimum, more than one informant. Yet, these themes are insufficient to justify taking a
multi-informant approach to assessment. In line with our discussion of incremental validity, a
crucial element of gathering informants’ reports involves understanding the value each informant
brings to the assessment. That is, is there evidence to support the notion that informants provide
non-redundant reports, such that one cannot accurately estimate what one informant might report,
based on data from another informant’s report?

Perhaps the strongest evidence base supporting the lack of redundancy in multiple
informants’ reports lies in research estimating levels of correspondence (in most cases estimates
based on the Pearson » metric) between informants’ reports of the same target individual (e.g.,
parent and teacher reports of the same child’s ADHD symptoms). This literature traces back to

the 1950s (Lapouse & Monk, 1958) and continues to the present day (De Los Reyes & Makol, in
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press). In fact, meta-analyses have estimated cross-informant correspondence levels across
assessments of youth and adults, as well as across assessments of mental health domains and their
associated features. For example, Achenbach and colleagues (1987) reported an overall Pearson »
estimate of .28 for 119 studies using cross-informant reports of youth mental health. An
independent meta-analysis of 341 studies on correspondence among informants’ reports of youth
mental health published between 1989 and 2014 revealed an identical overall estimate (» = .28;
De Los Reyes et al., 2015). Recent discussions point to a key limitation of psychological research
generally, namely that it reflects psychological phenomena as displayed by individuals with a
specific, nearly homogenous set of characteristics (e.g., Henrich et al., 2010). In line with these
discussions, you would be right to ask how representative cross-informant correspondence effects
might be. That is, to what degree does this low-to-moderate level of correspondence apply to
multi-informant assessments as conducted within populations of youth receiving mental health
care globally? Interestingly, a recent meta-analysis revealed that multi-informant correspondence
studies have been conducted in over 30 countries, spanning over six continents (De Los Reyes et
al., 2019a). In this meta-analysis, the 95% confidence interval for correspondence as estimated
using the Pearson » metric revealed a surprisingly tight interval (.24, .31) across these cross-
cultural studies. The replicability of these estimates—across hundreds of studies conducted
globally—rivals the replicability of placebo effects (cf. Ashar et al., 2017).

Beyond cross-cultural relevance, you might also be curious as to whether cross-informant
correspondence estimates manifest in the same or similar ways across assessment conditions.
Indeed, in other chapters in this multi-volume resource, you will read a great deal about how effects
observed for interventions in highly controlled conditions (e.g., university laboratories) often attenuate
considerably when tested in less controlled conditions (e.g., community clinics; Hunsley & Lee,
2014). Interestingly, not only do robust, low-to-moderate levels of correspondence manifest
cross-culturally, these correspondence levels appear across assessment settings (e.g., laboratory
clinic vs. community clinic) and regardless of whether the assessment involved clinic or
community samples (for a review, see De Los Reyes et al., 2015). Further, a series of additional
meta-analyses support the replicability of these low-to-moderate levels of correspondence.
Specifically, these levels of correspondence manifest across meta-analyses of assessments of
adult mental health (Achenbach et al., 2005), youth autism (Stratis & Lecavalier, 2015),

parenting (Hou et al., 2019; Korelitz & Garber, 2016), youth social competence (Renk & Phares,
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2004), and maltreated youth (Romano et al., 2018), among numerous other areas. Collectively,
the meta-analyses described previously provide estimates of correspondence based on data from
well over 500 studies, and reveal a remarkably strong, robust estimate of low-to-moderate levels
of cross-informant correspondence in reports collected within clinical assessments. Thus, the
question becomes not what one should do if these informant discrepancies arise but rather what
one should do when they arise.

7.0 Using Multiple Informants’ Reports When Interpreting Research Findings

In the previous section, we described research that consistently reveals low-to-moderate
levels of cross-informant correspondence in clinical assessments. These correspondence levels
manifest not only across hundreds of studies, but also studies across a diverse array of assessment
settings, and in assessments administered globally. Yet, do these correspondence estimates mean
that the actual findings of research change, depending on the informant? Indeed, so much of
research involves making discrete judgments or conclusions based on data. Consider the
following questions:

o  What is the 12-month prevalence of anxiety disorders in the United States?

e Are certain cognitions or avoidance behaviors risk factors for anxiety disorders?

o [s cognitive behavioral treatment efficacious in reducing symptoms of anxiety disorders?
Each of these represents an important research question that, depending on the answer provided
by a study addressing the question, may point to one of various directions for future research and
practice. Stated another way, all studies potentially shape the focus of future studies and perhaps
eventually, the delivery of mental health services in practice settings. In this respect, the source of
data pointing to a research finding has the potential to influence entire lines of research for years
to come. It is here where the implications of informant discrepancies truly come into focus.

The three questions highlighted in the previous paragraph reflect distinct points in a line
of clinical research: (a) rates of mental health concerns, (b) associated features of mental health
concerns, and (c) effectiveness of mental health interventions. In many lines of research, each of
these points builds on the other, such that “a studies” identify needs for intervention, “b studies”
inform the development of interventions, and “c studies” test these interventions. Importantly,
research indicates that in each of these kinds of studies, changing the informants used to address
study aims often changes the conclusions drawn from these studies (for reviews, see De Los

Reyes & Kazdin, 2005, 2008).
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For example, in an early study, the prevalence of conduct and oppositional defiant
disorders in a representative, general population sample ranged from 1.6% to 10.2%, depending
on whether rates reflected a specific informant’s report (i.e., parent or teacher) or reflected data
from an algorithm that combined the reports (i.e., AND/OR rule; Offord et al., 1996). A more
recent study focusing on oppositional defiant disorder reflected wide ranges, albeit with lower
absolute values (i.e., 0.2% to 2.6%; Munkvold et al., 2009). These ranges of prevalence by
informant also appear in studies of clinic samples. In a study using parent and teacher ratings
(and their combination), prevalence of conduct disorder ranged from 9.7% to 23% and prevalence
of anxiety and depressive disorders ranged from 10.3% to 36.2% (MacLeod et al., 1999). One
observes even wider prevalence estimates when assessing comorbidity: based on parent, youth, or
teacher ratings (or their combination) of a sample of outpatient youth, comorbidity rates ranged
from 5.4% to 74.1% (Youngstrom et al., 2003). In each of these cases, changing the informant
changes the conclusions one draws as to how many individuals display mental health concerns
and thus, the overall need for mental health services linked to these concerns.

Studies of associated features of mental health concerns reveal similarly inconsistent
findings as a function of the informant. For instance, are certain thought processes associated
with a diagnosis of childhood depression? The answer to this question largely depends on which
informant (i.e., parent vs. child) provides reports about these thought processes, as well as to
determine whether the child is depressed (Kazdin, 1989). Further, while conduct disorder based
on parent reports relates to parent depression and family dysfunction, conduct disorder based on
teacher reports relates to child gender and family income. However, these relations are mutually
exclusive of each other, such that characteristics relate to either parent- or teacher-identified
conduct disorder but not both (Offord et al., 1996). The general finding that one identifies
associated features of mental health concerns based, in part, on which informants provide data on
associated features and mental health domains is also reflected in more recent work (e.g., Dirks et
al., 2011; Drabick et al., 2008). As with prevalence rates, changing the informant changes the
conclusions one draws as to the associated features of mental health concerns. This is a key issue,
as research on these features often informs the development of intervention techniques (e.g.,
parent training for youth conduct problems; Kazdin & Rotella, 2009).

Taken together, prior work indicates the potential to come to widely different conclusions

as to who experiences mental health concerns as well as what factors are either associated with or
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perhaps even contributing to the maintenance of mental health concerns, depending on the
informants used in these studies. Importantly, we previously mentioned that these same
informants also provide reports used to gauge the efficacy of interventions (e.g., Weisz et al.,
2005). Thus, not surprisingly, meta-analytic reviews of intervention outcomes consistently reveal
that estimates of intervention effects vary as a function of informant. For instance, in the
literature on youth treatments, diverging findings as to intervention effects commonly manifest as
a function of informant (e.g., Casey & Berman, 1985; De Los Reyes & Kazdin, 2009; Weisz,
Weiss, Alicke, & Klotz, 1987; Weisz, McCarty, & Valeri, 2006). In fact, across these reviews,
estimates of intervention effects range from “small” to “large” when guidelines to interpret these
effects are based on effect size conventions in the social sciences (e.g., Cohen’s d ranging from
0.1’s to 1.0+; Cohen, 1988). These variations by informant occur with effect size estimates for
adult interventions as well (e.g., Cuijpers et al., 2010, 2011, 2014; Lambert et al., 1986; Ogles et
al., 1990; Renner et al., 2014). Importantly, many of the same intervention studies in these meta-
analytic reviews constitute the evidence used to identify interventions that have displayed
sufficient efficacy to be recommended for use in routine clinic settings (i.e., evidence-based
interventions; see De Los Reyes, 2011; De Los Reyes & Kazdin, 2006, 2008, 2009).

8.0 Using Multiple Informants’ Reports When Making Clinical Decisions

Similar to researchers, clinicians leverage informants’ reports to make important decisions
regarding care. Across several different points of care, clinicians often encounter low
correspondence among informants’ reports. For example, when determining problems to target in
treatment, parents and children fail to agree on a single target problem 63% of the time and fail to
agree on even the general category of target problems 36% of the time (e.g., aggressive behavior;
anxiety/depression; Yeh & Weisz, 2001). Considering therapists’ impressions of treatment targets
along with those of parents and children reveals even lower levels of correspondence, with over
76% of parent—child—therapist triads failing to agree on a single target problem, and over 44%
failing to agree on a general category of problems (Hawley & Weisz, 2003).

Importantly, when confronted with discrepant informant reports, clinicians are still faced
with using these reports to make important decisions regarding care (e.g., treatment planning).
Research indicates that clinicians tend to make clinical decisions that emphasize one informant’s
reports over others’ reports (for a review, see De Los Reyes et al., 2015). That is, rather than

integrate data gained from all informants used in an assessment, they tend to “take sides” and rely
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only on one informant’s report. Recently, we examined this phenomenon using an experimental
design in which we exposed clinicians to vignettes that varied as to which informants’ reports
indicated greater improvement following treatment (e.g., parent vs. child vs. teacher; Marsh et al.,
2020). We found that clinicians’ weighting of informants’ reports depends on the domain
assessed and the informant pair examined. For example, clinicians tend to make judgements that
rely more on the child report than parent report for decisions about children’s internalizing
problems, and more on the parent report for decisions about externalizing problems. In this
respect, clinicians appear to make judgments in line with the assumption that informants vary as
to whether they have sufficient insight about the target of treatment and consequently disregard
the informant who they believe lacks insight.

The idea that clinicians often fail to integrate informants’ reports when making clinical
decisions is a problematic one, especially considering that there is no evidence indicating that any
one informant provides “better” or more accurate information about any mental health domain,
relative to other informants (see also De Los Reyes, Kundey, & Wang, 2011). We would argue
that these effects likely manifest because clinicians lack any guidelines for using and interpreting
the outcomes of multi-informant assessments. Incidentally, researchers are not immune to these
issues and they too lack guidance on using and interpreting multiple informants’ reports. This is
likely why many researchers leverage approaches to analyzing or modeling data that appear
inconsistent with the latest research on what low correspondence among informants’ reports
likely reflects (for a review, see De Los Reyes et al., 2019a). In the following section, we provide
an overview of the latest efforts to build conceptual models of multi-informant assessments,
along with research informed by these models.

9.0 Conceptualizing Patterns in Multiple Informants’ Reports:
The Operations Triad Model

Advancing use and interpretation of multiple informants’ reports begins with hypothesis testing.
That is, to transform clinical decision-making when using informants’ reports from an idiosyncratic to
an empirically based process requires building an evidence base. The Operations Triad Model (OTM;
De Los Reyes et al., 2013) offers a framework for building this evidence base (see Figure 1).
Specifically, the OTM provides a guide for researchers and clinicians on how to form a priori

hypotheses about the degree to which informants’ reports will converge and/or diverge. The
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OTM is agnostic as to whether patterns among informants’ reports have utility, and can be used
to test questions such as:
o Does disagreement between self-reports and coworker reports of interpersonal
functioning reflect meaningful variations in functioning across contexts?
e Does agreement between parent and teacher reports of youth ADHD symptoms indicate
that youth are more impaired, relative to instances in which reports disagree?
Given that assessment conditions vary widely by the domain(s) assessed, informants used, and
settings, one can assume that informant discrepancies will reflect meaningful information in some
but not all cases. Below, we review the OTM to illustrate how it can be used to evaluate the
clinical utility of multi-informant assessments and enhance interpretation of patterns among
informants’ reports.

The OTM includes three measurement conditions that guide hypothesis testing about the
meaning underlying patterns among multi-informant reports. First, Converging Operations and
Diverging Operations reflect measurement conditions in which patterns of convergence and
divergence among informants’ reports reflect meaningful information. Converging Operations
reflects a set of measurement conditions for interpreting patterns of consistent reports in
accurately reflecting the same conclusion or yielding useful clinical information. For example, a
parent and teacher may both report elevated youth anxiety symptoms when a child displays
anxiety at both home and school or has a more severe symptom presentation. In contrast,
Diverging Operations reflects a set of measurement conditions for interpreting patterns of
inconsistent information sources based on hypotheses about variations in the behavior being
assessed. For example, a teacher may provide higher anxiety ratings than a parent given that the
child displays anxiety when interacting with peers in the classroom but does not display anxiety
at home. In these examples of Converging and Diverging Operations, useful information is
gleaned when interpreting patterns of informants’ reports, with implications for clinical decision-
making tasks such as diagnosis and treatment planning. Importantly, when evidence for
Diverging Operations is found, researchers and practitioners would want to avoid using
techniques that rely exclusively on maximizing “common variance” among informants’ reports
and minimizing or ignoring “unique variance” (i.e., discrepancies between reports). One example

of this approach is the AND/OR rules described previously. Rather, assessors ought to leverage
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techniques that capitalize on information derived from these differences to enhance the
assessment information and task at hand. Below, we will describe several of these techniques.

Sometimes, discrepancies among informants’ reports do not reflect Diverging Operations
conditions, but rather conditions explained by methodological features of the assessment tools
(e.g., report forms) or informants (e.g., malingering) being used, what the OTM terms as
Compensating Operations. Historically, the prevailing assumption about informant discrepancies
focused on such measurement conditions, with most interpretations focused on informant bias or
measurement error as explanations (De Los Reyes, 2011). As with Converging and Diverging
Operations, identifying conditions that reflect Compensating Operations requires evidence. There
are several aspects of the measures being used that researchers and practitioners can consider
when identifying conditions that reflect Compensating Operations. For example, informant
discrepancies may arise when one uses measures with unique item content, reliability, scaling, or
scoring, even if the measures purportedly assesses the same construct. For example, when
assessing youth depression, a practitioner may administer completely distinct symptom measures
to children (e.g., Berkeley Puppet Interview; Measelle et al., 1998) and their parents (e.g.,
Children’s Depression Inventory [CDI]; Kovacs, 1992). Key to Compensating Operations is that
differences among informants’ reports do not reflect meaningful information and thus informant
discrepancies themselves cannot enhance the utility of information gathered in an assessment. In
fact, evidence supporting Compensating Operations also supports use of techniques that
maximally focus on common variance and minimize or ignore unique variance, such as AND/OR
rules or structural equations modeling (e.g., see also Holmbeck et al., 2002)

There is a large and growing evidence base supporting Converging and Diverging
Operations hypotheses. We highlight particularly exciting work in this area, and a full review is
beyond the scope of this chapter (for reviews, see De Los Reyes et al., 2019a, 2020). By
construction, OTM studies take the comprehensive assessment approach we described at the
opening of this chapter. Within these studies, researchers often use well-established analytic
techniques (e.g., latent class analysis; LCA; see McCutcheon, 1987) to test for the presence of
two or more patterns of multi-informant reports. These studies tend to identify multiple reporting
patterns within the overall sample, indicating that, although overall correspondence levels
between informants’ reports tend to fall in the low-to-moderate range, this does not signal that all

informants’ reports disagree in the same way, or even that two informants’ reports never agree
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(see also De Los Reyes & Ohannessian, 2016). In fact, in large samples one learns that
informants’ reports agree and disagree in many ways. Specifically, researchers often observe
patterns characterized by convergence or divergence between reports including: (a) classes
characterized by convergence in high or low levels of symptom reports by informants, and (b)
classes in which one informant reports higher levels of symptom reports than the other informant
(and vice versa; Makol et al., 2021).

After identifying reporting patterns, OTM-informed research involves testing hypotheses
about the utility of informants’ reporting patterns by evaluating how these patterns relate to
independent criterion variables (e.g., diagnosis, impairment, treatment outcomes). An area of
research with perhaps the most support finds that informants’ reports relate to cross-contextual
variations in behavior. De Los Reyes and colleagues (2009) found that parent-teacher reports of
young children’s disruptive behaviors are associated with children’s observed disruptive behavior
in the home and school contexts. More specifically, children were likely to display elevated
disruptive behaviors in the specific contexts in which the informants reported elevated disruptive
behavior and were unlikely to when informants did not (e.g., child displays home-specific
disruptive behavior when only the parent reports elevated disruptive behaviors). Research on
multi-informant assessment of social functioning finds that teacher-caregiver reports of youth
aggression and social withdrawal relate to social events encountered by youth across contexts
(Hartley, Zakriski, & Wright, 2011), teacher-peer reports of youth social skills each provide
incrementally valid data for predicting context-specific social functioning (Kwon, Kim, &
Sheridan, 2012), and adolescent-unfamiliar peer reports (but not parent reports) of adolescent
social anxiety relate to adolescents’ perceived arousal in social interactions with unfamiliar peers
(Deros et al., 2018). Although less is known about informant discrepancies when assessing adult
mental health, research suggests the association between informants’ reporting patterns and
cross-contextual variations in behaviors extends through adulthood. For example, convergence in
clinician and adult clients’ reports of elevated social anxiety symptoms is associated with social
skills deficits across social interaction contexts (De Los Reyes, Bunnell, & Beidel, 2013).
Overall, research using the comprehensive assessment approach demonstrates that clients vary in
the contexts in which they display behaviors and informants across these contexts have unique

opportunities to observe clients’ behaviors.
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Emerging work using the comprehensive assessment approach supports the notion that
patterns among informants’ reports yield information beyond contextual variations in behavior.
For example, patterns among parent-adolescent reports of depression and suicidal ideation relate
to youth mental health service use history (Jones et al., 2019; Makol & Polo, 2018). Some
research suggests that divergence among informants’ reports (i.e., one informant reporting
elevated clinical concerns while the other does not) is associated with unique risk. Specifically,
Lippold and colleagues (2013, 2014) found that higher parent than adolescent report of parental
monitoring of adolescent activities is associated with increased adolescent risk for developing
substance use problems over time. Patterns among informants’ reports at the start of treatment
may also predict treatment characteristics. Becker-Haimes et al., (2018) found that youth self-
reporting lower levels of anxiety symptoms than their parents at the start of treatment are less
likely to make progress in therapy. In addition, Makol et al. (2019) found that patterns among
parent-adolescent reports of internalizing problems at the start of psychiatric inpatient treatment
are associated with diagnosis, treatment engagement, and length of stay on the unit. Overall,
OTM research supports that examining patterns among informants’ reports yields information of
use in many assessment tasks and across populations and domains.

10.0 Approaches to Integrating Multiple Informants’ Reports

Even when the evidence indicates that multi-informant reporting patterns reflect
meaningful clinical information, researchers and practitioners still face a complex task: how to
integrate the reports to inform sound clinical decision-making. As we describe below, multiple
approaches exist for integrating multi-informant data, although we wish to highlight two key
issues at the outset of describing these approaches. First, the state of the science on evidence-
based approaches to integrating multiple informants’ reports currently applies to interpreting
these data at the sample level, an issue to which we return later on in the chapter (see 11.0 Future
Research Directions; 12.0 Clinical Applications and Recommendations). Second, something
important to understand about all integrative approaches is that they draw on unique assumptions about
the meaning underlying informants’ reports. Unfortunately, we have a nascent evidence base to guide
the development of empirically derived and clinically useful integrative approaches. It is likely that
multiple integrative approaches will enhance use of multi-informant reports, and that the approach taken
will vary depending on the rationale for using multi-informant data (e.g., interpreting research findings,

making clinical decisions). No one researcher or practitioner can avoid the task of integrating multi-
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informant data. That is, the very reason why we take a multi-informant approach to assessment is that
for no assessment setting can one point to a “gold standard” or single data point that can guide all
decision-making (see also De Los Reyes, Augenstein, & Aldao, 2017). Thus, it is incumbent on users of
integrative strategies to scrutinize the assumptions and evidence base inherent in leveraging the strategy.

Several common approaches for “reconciling” discrepant informant reports undermine the very
purpose of collecting these reports. We describe the most prominent of these approaches here to aid the
reader in being a critical consumer of integrative approaches, including those that seem intuitive but
lack empirical support. First, to reconcile informant discrepancies, it is common to choose a single
“optimal” index, an approach commonly taken in randomized controlled trials of treatments (i.e.,
primary outcome measure; De Los Reyes et al., 2011). Importantly, sometimes independent evaluators’
ratings serve as this singular index, and prior work indicates that these evaluators are more likely to
make clinical decisions (e.g., form diagnoses) that are consistent with parent reports when they
encounter discrepancies between their reports and those of other informants (e.g., adolescents; Brown-
Jacobsen, Wallace, & Whiteside, 2011; Hawley & Weisz, 2003). Because the evidence does not
support use of single, optimal informants in youth mental health assessments, taking this approach
results in using subjective decision-making processes that effectively discard multi-informant data.
Alternatively, one may decide to analyze informants’ reports separately to arrive at a conclusion (e.g.,
conducting separate statistical tests with parent, teacher, and youth reports of anxiety). Although this
approach aims to utilize information from all informants involved in an assessment, one still faces the
challenge of understanding how to come to a sound conclusion when encountering informant
discrepancies (e.g., when parent reports of anxiety relate to an outcome, but teacher and youth reports
do not). Further, analyzing each informant’s report separately from the reports of other informants can
lead to increases in both Type I errors (i.e., increased likelihood of false positive results due to not
adjusting for multiple tests) and Type II errors (i.e., increased likelihood of false negative results after
adjusting for multiple tests; Kraemer et al., 2003). Alternatively, one may opt to use combinational rules
or algorithms to arrive at a clinical decision (e.g., when using parent and teacher reports to arrive at an
ADHD diagnosis). For example, combinational rules or algorithms such as the “OR” rule (i.e.,
symptom is considered “present” if any informant endorses it) and “AND” rule (i.e., symptom is
considered “present” when both informants endorse it; Bird et al. 1992; Jensen et al. 1999; Piacentini et
al. 1992). However, there is no evidence to suggest that combinational rules and algorithms lead to

improved clinical decision-making (De Los Reyes et al., 2015). As mentioned previously, these



Informant Reports 28

approaches remove information about which informant(s) reported elevated concerns, and thus they
effectively remove context-specific information and the ability to detect context-specific associated
features (e.g., Offord et al., 1996).

Finally, one may opt to integrate informants’ reports using a composite variable approach (e.g.,
taking an average of parent, teacher, and youth reports of youth anxiety). However, this approach
assumes that each informant’s report reflects “error” around a “true score” representation of the
construct being assessed, thus treating differences among reports as error (Borsboom, 2005). As noted
previously, there is a large evidence base supporting that differences among informants’ reports reflect
meaningful information. Thus, it is unsurprising that the composite score reduces predictive power and
the unique contributions of each informant (Makol et al., 2020). When considering use of these
integrative approaches—optimal informants, separate statistical analyses, combinational rules and
algorithms, and composite score approaches—we encourage the reader to ask what is gained, and
perhaps more importantly, what is lost when using one of these approaches. That is, does the approach
enhance the information provided by informants or minimize them? Whenever possible, we encourage
the reader to examine the empirical support for the integrative approach they select, and particularly by
drawing on research demonstrating that the approach results in incremental validity and the ability to
explain variance in clinically relevant criterion variables (e.g., diagnosis, treatment outcome).

So what works when integrating informants’ reports? Informants’ reports provide complex
information, and integrating them is thus a complex task. Given that this is an emerging research area,
we highlight several promising approaches. As previously mentioned, LCA represents a person-
centered approach to identifying reporting patterns within an overall sample. This approach has been
applied to informants’ reports across diverse problem types, developmental periods, and informants (De
Los Reyes et al. 2009, 2016a; Lerner et al. 2017; Lippold et al. 2013, 2014; Sulik et al., 2017; Makol et
al., 2019). For example, when using LCA to characterize parent and teacher reports of youth autism
symptoms, Lerner and colleagues (2017) found that convergence in informants’ reports of elevated
autism symptoms was associated with psychotropic medication use, special education service
enrollment, and an autism diagnosis using a well-established assessment tool. A useful approach for
understanding the relation of informant discrepancies to outcomes is the polynomial regression
approach (Edwards, 2002). This approach allows one to control for the main effects of each informant’s
reports on outcomes while also isolating the unique effects of informant discrepancies (Laird & De Los

Reyes, 2013). Research leveraging this approach has demonstrated that informant discrepancies predict
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unique variance in outcomes above-and-beyond the variance explained by individual informants’
reports (Becker-Haimes et al., 2018; Laird & De Los Reyes, 2013; Nelemans et al., 2016; Xu, Boyd,
Butler, Moore, & Benton, 2017). For example, Becker-Haimes and colleagues (2018) found that
informant discrepancies characterized by lower youth relative to parent report of youth anxiety at the
start of treatment portends poorer youth treatment outcomes.

Finally, Kraemer and colleagues’ (2003) ““Satellite Model” can be used both to identify the
appropriate informants to select in clinical assessments and efficiently integrate them. Kraemer and
colleagues (2003) argue that effective use of informants’ reports begins with careful selection of the
informants included in the assessments. Specifically, they recommend using their “mix-and-match
criterion” to select informants who systematically vary in the context (e.g., home, school) and
perspective (e.g., self, other) from which they provide reports. This approach rests on the assumption
that one should select informants who can be expected to agree, so as to enhance the clinical utility of
an assessment. The Satellite Model leverages principal components analysis (PCA) to parsimoniously
integrate informants’ reports. This approach yields a Trait component, which captures concerns that
manifest across informants’ contexts and perspectives. Makol et al. (2020) recently applied the Satellite
Model to multi-informant assessments of adolescent social anxiety. In this study, informants were
selected for their unique contexts and perspectives using the “mix-and-match” criterion: (1) parents and
peer confederates were select given that they each observe adolescent behavior from an other-
perspective but from unique contexts (i.e., home vs. peer environments) and (2) adolescents were
selected given that they observe their behavior from a self-perspective and across both home and peer
contexts. When integrating these informants’ reports of social anxiety using PCA, Makol and
colleagues (2020) found that the Trait score optimized prediction of independent criterion variables.
Specifically, the Trait score outperformed individual informants’ reports and a composite score of
informants’ reports in predicting clinical variables important for characterizing adolescent social anxiety
(i.e., observed adolescent anxiety in social interaction tasks, adolescent referral status), representing
medium-to-large effects. We encourage readers to leverage approaches such as LCA, polynomial
regression, and the Satellite Model to integrate informants’ reports. We surmise that using these
approaches, and other research-supported integrative strategies, will optimize informants’ reports while

also avoiding the loss of valuable information.



Informant Reports 30

11.0 Future Research Directions*

The work we reviewed throughout this chapter opens doors to exciting directions in
research, of which we will highlight three. First, we noted that informant discrepancies manifest
in mental health assessments with clients throughout the lifespan. However, the evidence that
supports links between informant discrepancies and contextual variations in mental health
concerns largely comes from research on assessments of youth mental health (for an exception,
see De Los Reyes et al., 2013b). Thus, future work ought to apply the OTM and laboratory-based
paradigms informed by this framework to understand the degree to which variations in informant
discrepancies signal contextual variations in mental health concerns among adults.

Second, even in youth assessments—where substantial evidence suggests links between
cross-informant correspondence and contextual variations in mental health concerns—evidence
documenting these links largely comes from cross-sectional work. Do changes in the levels of
informant discrepancies over time signal shifts in the specific contexts where clients display
mental health concerns? We cited some research to indicate that levels of informant discrepancies
predict important clinical outcomes (e.g., treatment response; Becker-Haimes et al., 2018; Makol
et al., 2019), providing circumstantial evidence to indicate that these discrepancies yield
information about future functioning. Extending this work to the longitudinal study of
informants’ reports may greatly inform our understanding of how context factors into the
development, maintenance, and treatment of mental health concerns. In line with this, research
supports use of some of the analytic techniques cited in this chapter for understanding
longitudinal processes. In particular, recent advancements in use of polynomial regression
techniques now allow for studying the variables used to index informant discrepancies (i.e.,
interaction terms) as both predictor and criterion variables, allowing for studying longitudinal
changes in such discrepancies (De Los Reyes, Ohannessian, & Laird, 2016b; & LaFleur, 2016).
Similarly, person-centered models such as LCA include variants that allow for detecting changes
in class assignment over time (i.e., latent transition analysis; see Lippold et al., 2014). We
recommend that future research leveraging these and other approaches focus on understanding
the development of informant discrepancies and their links to longitudinal changes in key aspects
of mental health, such as the specific contexts in which individuals experience mental health

concerns.
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Third, all of the work we reviewed in this chapter focuses on samples of individuals.
When studies identify links between informant discrepancies and information germane to mental
health, this work assists in using and interpreting multi-informant data at the sample level. Yet,
how might theoretical and measurement models about informant discrepancies operate with
individual clients? For instance, how might studies that leverage data from the Kraemer and
colleagues (2003) Satellite Model inform interpretations of multi-informant data collected about
individual clients? To address questions about individual clients, a crucial next step may involve
leveraging applied measurement techniques to multi-informant data. Specifically, researchers
who develop symptom scales often recruit large, representative community samples and/or
samples of clients to identify normative scores, or scores used to distinguish individuals with
clinically elevated symptoms from individuals whose symptoms fall in a “typical” range of
healthy functioning (see Kazdin, 2017). Using these methods of normative scoring, an interesting
direction for future research might involve applying the Satellite Model to large samples of multi-
informant data. Based on prior work that indicates scores derived from the Satellite Model
provide incrementally valuable information in relation to independent criterion variables (e.g.,
Trait score), follow-up work on the informants used in these studies could “scale up” the sample
size to identify normative scores to be applied to individual cases. Examples of how to carry out
these procedures already exist for creating normative scores for instruments administered to
individual informants (e.g., Achenbach, 2020; Kessler et al., 2007). We recommend that
researchers leverage these same procedures to arrive at normative scores that are derived from
integrated multi-informant data, and use approaches that have undergone rigorous validation
testing. This work could transform use of multi-informant data in routine clinic settings, where
practitioners commonly use multi-informant assessments with individual clients. How might
these processes manifest in routine settings? We address this question in the next section.

12.0 Clinical Applications and Recommendations*

As discussed throughout this chapter, informant reports represent an important component
of clinical assessment. Clients lead complex lives and we leverage informant reports to capture at
least some of this complexity. Research on the validity of scores taken from informant reports
and strategies for integrating them has implications for clinical practice. We highlight these
implications with two recommendations. First, soliciting informants for use in clinical

assessments, we recommend that clinicians thoughtfully consider whose report is important to
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leverage and what data each informant provides. For example, when a clinician is making
diagnostic decisions for psychiatric disorders requiring assessment of multiple contexts (e.g.,
ADHD, ASD), they may collect information from a client as well as their parent and teacher (De
Los Reyes et al., 2015). As another example, when assessing personality disorders, a clinician
may consider collecting information from their client as well as their client’s coworker to
understand the intrapersonal and interpersonal aspects of the client’s functioning (see Carlson,
Vazire & Oltmanns, 2013).

Second, we recommend that clinicians pose hypotheses about what patterns among
informants’ reports may reflect and test these hypotheses through focused follow-up assessment.
By taking a hypothesis-testing approach to collecting informants’ reports, the process of detecting
patterns of discrepant and converging reports becomes a tool to facilitate accurate clinical
decision-making, rather than a hindrance to sound decision-making. Essentially, we advocate for
an approach that shares features with the comprehensive assessment approaches used in research
on multi-informant assessments. For example, consider a case where a clinician is assessing a
child client’s aggressive behavior using parent and teacher reports, and finds that the teacher
reports clinically significant aggression, whereas the parent reports minimal aggression. This
presents an opportunity for the clinician to identify antecedents and triggers across home and
school contexts that may be leading to contextual differences in the child’s behavior. The
clinician can test hypotheses about context-specific aggressive behavior through observing the
child in parent-child interactions as well as the classroom environment. As another example,
consider a case where a clinician is assessing an adult client’s avoidant and anxious behaviors
and finds that their client reports minimal behaviors, whereas their spouse reports clinically
significant behaviors. This represents an opportunity for the clinician to gather information about
their client’s insight as well as the impact of their behavior on important social relationships. The
clinician can test hypotheses about the client’s insight and impairment through role-play
interactions, followed up by activities focused on processing the client’s performance and
providing feedback on the interactions. In both of these examples, the clinician gains a richer
conceptualization of the client’s concerns through using informant reports, and perhaps most
importantly, identifies treatment targets that are specific to the real-world contexts in which the

client encounters challenges. These comprise some of the very reasons why we collect
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informants’ reports, and thus we should use the discrepancies that would logically manifest from
these reports as tools to enhance clinical decision-making.
14.0 Conclusion*

In this chapter, we provided an overview of a commonly used, efficient clinical
assessment method—informants’ subjective reports about clients’ mental health—and described
research and theory on this method. Informants’ reports commonly disagree with one another,
and these disagreements present practical challenges in all of the settings in which assessors
collect these data. However, in recent years conceptual and measurement models have informed
research on links between scores on informants’ reports and scores on non-subjective methods
(e.g., observed behavior, performance-based tasks, official records). This research and theory has
informed strategies for integrating informants’ reports and maximizing their utility in clinical
research and practice. Further, the existing evidence base allowed us to make recommendations
on use of informants’ reports in practice settings. Yet, although assessors have the benefit of
decades of research on use and interpretation of informants’ reports, much is left to learn about
these reports and their ability to inform clinical work. In particular, we encourage future research
on integrative, multi-informant strategies that can be tailored to individual clients, as well as
work focused on understanding links between contextual variations in mental health and the

informant discrepancies observed in multi-informant assessments of adult mental health.
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Table 1
Examples of Multi-Informant Assessment Instruments
Domains Age Representative
Measure Assessed Groups Items Informants Citations
Parent-Report,  Achenbach &
Emotional Teacher-Report, Rescorla, 2001;
Achenbach System of and 99-118 Self-Report, Achenbach et al.,
Empirically Based Assessment ~ behavioral 1 % years Collateral- 2017; Rescorla et al.,
(ASEBA) problems or older Report # 2014, 2016, 2017
McClendon et al.,
Emotional Parent-Report,  2011; Miller et al.,
and 150-176  Teacher-Report, 2014; Reynolds &
Behavioral Assessment System  behavioral 2to 21 Self-Report Kamphaus, 2004;
for Children (BASC-2/BASC-3)  problems years Thompson et al. 2014
Self-Report, COSté . McCrae, .
. 240 Collateral- 1992; Cruitt et al.3 n
NEQO-Personality Inventory—3 Personality 17 years Report * press; Paul et al., in
(NEO PI-3) traits or older press
De Clercq et al.,
Self-Report, 2013; Jopp & South,
220 Collateral- 2015; Krueger et al.,
Personality Inventory for the Personality 11 years Report ? 2012; Markon et al.,
DSM-5 (PID-5) traits or older 2013
Vineland Adaptive Behavior Adaptive Birth to 149-502 Parent-Report,  Jordan et al., 2019;
Scale (VABS) behavior 90 years Teacher-Report  Sparrow et al., 1984

Note.  Category of informants most commonly used in adult assessments and who are nominated by the individual
being evaluated. Common collateral informants include spouses, co-workers, and parents.
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Figure 1. Graphical representation of the research concepts that comprise the Operations Triad
Model. The top half (A) represents Converging Operations: a set of measurement conditions for
interpreting patterns of findings based on the consistency within which findings yield similar
conclusions. The bottom half denotes two circumstances within which researchers identify
discrepancies across empirical findings derived from multiple informants’ reports and thus
discrepancies in the research conclusions drawn from these reports. On the left (B) is a graphical
representation of Diverging Operations: a set of measurement conditions for interpreting patterns
of inconsistent findings based on hypotheses about variations in the behavior(s) assessed. The
solid lines linking informants’ reports, empirical findings derived from these reports, and
conclusions based on empirical findings denote the systematic relations among these three study
components. Further, the presence of dual arrowheads in the figure representing Diverging
Operations conveys the idea that one ties meaning to the discrepancies among empirical findings
and research conclusions and thus how one interprets informants’ reports to vary as a function of
variation in the behaviors being assessed. Lastly, on the right (C) is a graphical representation of
Compensating Operations: a set of measurement conditions for interpreting patterns of
inconsistent findings based on methodological features of the study’s measures or informants.
The dashed lines denote the lack of systematic relations among informants’ reports, empirical
findings, and research conclusions. Originally published in De Los Reyes, Thomas, et al. (2013).
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